that of the. arterial. circulation. As far as bibliography is concerned, the writer thought it amply sufficient to refer only to two such monumental' works on the subject as Bailliart's " Circulation Retinienne " and the Text-book of Oph'thalmology by Sir Stewart Duke-Elder. The ophthalmoscope was the same old oneWolf's, with a red-free filter of green glass, with a 12 volt bulb, working to a maximum and to.a short-life through a rheostat, attached-to a carbon-bulb. It is important to achieve a.very consider'able' degree of brilliancy to see clearly many details.' Until the technique' is mastered, it is advisable to dilate.the patient's pupil and to work in a darkened room. This kind of observation puts a good deal of strain on the observer and must be of necessity short. Nor' is the''patient likely to stand it for, a prolonged period, although the brilliancy of the light is mollified for him by the, green ffilter'.' I did not find 'the' mesh for measurement of the, retinal vessels of much use.
Physiological angiospasm
In a perfectly healthy fuindis,so rarely seen, because the translucency of the arterial wa-ll is usually lost in childhood as a result of various infectious diseases, if. the observer follows very carefully all the' primary,' secondary', etc. branches-of the arteries, starting from their emerging point on the surface of the disc and,scrutinising every bit up to the utmost periphery-the arteries are naturally of a general one, i.e., the retina is subject to the influence of the general vasomotor centre. In the past I thought otherwise. But obviously some additional factor is interfering, helping the retinal vessels to some degree of independence because I see pretty often nearly complete absence of oscillometry in the lower limbs, but extremely rarely in the upper limbs, and still more rarely in the retina. Of course, no oscillometric reading is possible at all] in the retinal vessels. What I meant is the difference in the fre, quency of the complete cessation of the circulation in the foot, as witnessed by gangrene and of a similar condition in the retina by thrombosis of the central artery. Or are both conditions seen nearly equally frequently ? I am not in a position to decide this question, I can only dare to postulate it.
Diastolic and mean retinal pressures After I came to certain conclusions re physiological retinal angiospasm, the obvious next step was to measure out the diastolic pressure, using the ingenious and reliable method of Bailliart. There is no necessity for me to describe this method. It requires some training. Fully applied, it requires the measurement of intraocular pressure as well. To this usually the patient objects. Therefore in the great majority of my cases I measure approximately the diastolic pressure only by applying Bailliart's tonometer on the upper lid. It is very inaccurate, of course, but still it helps to elucidate the picture, better than the simple digital compression of the 474 N. PINES ball. -When you start to apply the dynamometer, you will find that at a certain point in the procedure there is a distinct trembling of the arterial tree on-the'disc and the blood stream presents a peculiar picture, I dare'to say it stays. undecided, which way to go. Your applied pressure, plus the'intra-ocular one is equal to a diastoli'c retinal one. You slightly increase your pressure, and you see distinct-arterial pulsation. The difference between two readings would partly represent, -inter alia, also the actual measurement of the force of resistance of the-arterial wall. It represents the mean blood pressure. In cases of physiological angiospasm of the retinal vessels I could not detect,any difference between the contracted and non-contracted pa'rt of the arteries, provided tneir distance from the centre of the disc is equal. And my experience cprresponds to that of Bailliart, that in the retinal vessels the diastolic pressure woul'd be about 40 
